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Specializing in Pre & Post-natal Health, Fitness & Nutrition

HEALTH STATUS QUESTIONNAIRE

Please read the following information and answer each question as accurately as possible. All information is kept confidential to Core Expectations.

General Information

	Name: 
	     
	Date: 
	     


	Date of Birth:
	     
	Age:
	     
	Height: 
	     


	Home Ph#:
	     
	Bus. Ph#:
	     
	Email:
	     


	Emergency Contact & Ph#:
	     


	Home Address: 
	     


	Physician’s Name:
	     
	Physician’s Ph#:
	     


	OBGYN’s Name & Ph# (if different from Physician):
	     


Fitness Experience

Describe your present fitness level
Excellent  FORMCHECKBOX 
  Good  FORMCHECKBOX 
   Fair  FORMCHECKBOX 
   Poor  FORMCHECKBOX 

Do you exercise regularly?
Y  FORMCHECKBOX 


N  FORMCHECKBOX 

	If yes, how many days per week?
	     


What type of exercise?  Cardio  FORMCHECKBOX 
  Weights  FORMCHECKBOX 
  Aerobics   FORMCHECKBOX 
  Spinning   FORMCHECKBOX 
  Other  FORMCHECKBOX 

	How long are your exercise sessions?
	      mins


Have you ever had a personal trainer before?
Y  FORMCHECKBOX 


N  FORMCHECKBOX 

	If yes, what were your experiences?
	     


Do you keep track of, or know your target heart rate range?    Y  FORMCHECKBOX 


N  FORMCHECKBOX 

* If you are pregnant and not currently exercising, it is recommended that you do not start an exercise program until your second trimester (16 weeks gestation). Walking is the suggested form of activity until that time.

Lifestyle Behaviour

	What is your occupation?
	     


Do you find your occupation stressful? 
Y  FORMCHECKBOX 


N  FORMCHECKBOX 

	What do you do for stress relief?
	     


	Days worked per week
	     
	Hours worked per day
	     


	How many hours do you sleep per night?
	     


	Do you smoke?
	Y  FORMCHECKBOX 

N  FORMCHECKBOX 

	If yes, how much?
	     


	Recreational drugs
	     


Nutritional Background

How many meals do you eat each day?       Snacks?       Glasses of water?      
	How often do you eat restaurant food?
	     


Are you following a special diet? 
Y  FORMCHECKBOX 

N  FORMCHECKBOX 

	If yes, please explain
	     


Do you have any food allergies/limitations? Y  FORMCHECKBOX 

N  FORMCHECKBOX 

	If yes, to what foods?
	     


Are you aware of the four food groups and do you eat from each one?
Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

Do you know the difference between a complete and incomplete protein?
Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

Do you know the difference between a simple and complex carbohydrate?
Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

Do you know the difference between a good and bad fat?
Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

Do you count calories or measure food portions?
Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

Do you eat your biggest meal at night?
Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

Do you snack up until the time you go to bed?
Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

Do you take vitamin supplements? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
.     If yes, which ones?      

 FORMTEXT 
     

 FORMTEXT 
     
Do you drink coffee/tea or caffeinated beverages? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
.  If yes, how much?     
Do you drink alcohol? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
.  If yes, how much?     
Medical History

What is your present state of health? 
Excellent  FORMCHECKBOX 
  Good  FORMCHECKBOX 
   Fair  FORMCHECKBOX 
   Poor  FORMCHECKBOX 

Are you pregnant? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
.  If yes, how far along?     

 FORMTEXT 
     
Is this a multiple pregnancy? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
.  If yes, how many?     

 FORMTEXT 
     
Do you have a history of the following?

High Blood Pressure  FORMCHECKBOX 

Heart Disease  FORMCHECKBOX 

Hypertension  FORMCHECKBOX 

Diabetes  FORMCHECKBOX 

Thyroid Disease  FORMCHECKBOX 


Eating Disorder  FORMCHECKBOX 

Obesity   FORMCHECKBOX 
 

Epilepsy  FORMCHECKBOX 

Anemia  FORMCHECKBOX 

Other  FORMCHECKBOX 
        

 FORMTEXT 
     

 FORMTEXT 
     
During previous pregnancies, do you have a history of the following?

Gestational Diabetes
 FORMCHECKBOX 

Pre-eclampsia  FORMCHECKBOX 

Placenta Previa  FORMCHECKBOX 

Toxemia  FORMCHECKBOX 

Incompetent Cervix 
 FORMCHECKBOX 

Premature Labour  FORMCHECKBOX 

Ruptured Membranes  FORMCHECKBOX 

Respiratory Disorder
 FORMCHECKBOX 

Spontaneous Abortion  FORMCHECKBOX 

Have you had any previous surgery? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
 


	Please describe:
	     


Do you have any injuries (previously or currently)? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

	Please describe:
	     


Do you have any movement limitations? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 

	Please describe:
	     


When you exercise do you experience any of the following?

Leg cramps
 FORMCHECKBOX 


Back Pain   FORMCHECKBOX 


Neck Pain   FORMCHECKBOX 


Chest Pain  FORMCHECKBOX 

Headaches 
 FORMCHECKBOX 


Dizziness    FORMCHECKBOX 


Faintness    FORMCHECKBOX 


Coughing    FORMCHECKBOX 



Swelling in Joints  FORMCHECKBOX 

	Are you currently taking any medications?
	     

	
	

	
	


	Do you see any reason why you should not begin an exercise program?
	

	     
	

	
	

	
	


Pre & Post-natal Goals

Present Status

Pregnant  FORMCHECKBOX 
 Weeks/Months      

Postpartum  FORMCHECKBOX 
 Weeks/Months      
	How are you currently feeling?
	     

	
	

	
	


Energy level (1-10)      
1    2    3   4    5    6    7    8    9    10



What are your plans for the duration of your pregnancy?

Increase energy  FORMCHECKBOX 

Positive self image  FORMCHECKBOX 


Control weight gain  FORMCHECKBOX 

Improve eating habits  FORMCHECKBOX 

Reduce stress  FORMCHECKBOX 

Maintain optimal fitness level  FORMCHECKBOX 

Reduce pregnancy symptoms  FORMCHECKBOX 

Prepare for labour  FORMCHECKBOX 

	What needs to be done to achieve these goals?
	

	
	

	     

	

	
	


What are your main goals postpartum?

Increase energy  FORMCHECKBOX 

Positive self image  FORMCHECKBOX 

       Return pre-pregnancy weight  FORMCHECKBOX 

Improve eating habits  FORMCHECKBOX 

Reduce stress  FORMCHECKBOX 
   Improve overall fitness  FORMCHECKBOX 

Improve posture  FORMCHECKBOX 

Increase strength  FORMCHECKBOX 

	What needs to be done to achieve these goals?
	     ____________________________

	
	

	
	


	Short term goal
	     


	Long term goal
	     


I have read, understood and completed this questionnaire to the best of my knowledge.


	Name
	     
	Date
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